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Invasive Streptococcus pyogenes After Allograft Implantation — Colorado, 2003 


Allograft tissues are used for various orthopedic procedures 
(e.g., ligament reconstruction, meniscal transplantation, and 
spinal surgery). In 2002, approximately one million allografts 
were distributed for transplantation (American Association of 


Tissue Banks [AATB}, 


reports of allograft-associated infections have prompted evalu- 


unpublished data, 2002). Recent 


ation of the processing and quality-control methods employed 
by tissue processors (/,2). This report describes a case of inva 
SIV os disease with Streptoc OCCUS pyoge nes (1.e., group \ strepto- 
coccus |GAS]), after reconstructive knee surgery using 
contaminated allograft tissue and provides recommendations 
to reduce the risk for allograft-associated infections. Although 
allograft infections are rare, they highlight the need for 
improved tissue evaluation and processing standards. 

In September 2003, a previously healthy male aged 17 years 
underwent elective anterior cruciate ligament repair with a 
hemi-patellar tendon allograft at an ambulatory surgical cen 
ter in Colorado. Six days after the procedure, he was admitted 
to a local hospital with pain and erythema at the incision site, 
fever of 102° F (39° C), and chills. The allograft tissue was 
removed, and the patient underwent surgical exploration and 
fasciotomy of the affected thigh. Cultures of his blood, wound 
aspirate, and explanted tissue grew GAS. His hospital course 
required a stay in the intensive care unit and was complicated 
by persistent fever and fluid collection in the affected leg, which 
was managed with computerized tomography—guided needle 
aspiration. After 7 days of treatment with clindamycin and 
cefazolin, the wound aspirate again yielded GAS. The patient 


was discharged after 17 days and completed a course of intra 


venous antibiotics at home; he was later readmitted to the 


hospital for related complications and discharged subsequently. 

lhe allograft received by the patient came from a cadaveric 
donor (Figure) and was supplied by tissue processor A (T'P-A). 
After the patient's surgeon alerted TP-A to this case of pre 


sumptive allograft infection, TP-A contacted the Food and 


FIGURE. Gram stain of lung specimen collected at autopsy 
from allograft tissue donor showing Streptococcus pyogenes 
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Drug Administration (FDA). 


donor had been implanted in five other patients; as of 


lendon allografts from the 


December 1, no adverse outcomes had been detected by their 


surgeons. All remaining allografts recovered from the donor 
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the strain isolated from the recipient after implantation. The 
implicated allograft tissue had been subjected to antimicro- 
bial treatment and postprocessing cultures before release by 
TP-A. 

GAS has not been reported previously in association with 
allograft infections. Although invasive disease caused by GAS 
is associated most commonly with skin and other soft tissue 
infections (5), GAS accounted for <0.4% of all surgical-site 
infections annually during 1998-2002 (CDC, unpublished 


data, 2003). During 2000-2002, approximately 350-400 


annual cases of invasive GAS were classified as postsurgical 


(i.e., occurring during the first 7 days after surgery), repre- 
senting approximately 4.0% of invasive GAS infections 
reported for those years (CDC, unpublished data, 2003). 
Among tissue donors, data suggest the prevalence of GAS in 
preprocessing cultures of blood and musculoskeletal tissues is 
low, with a range of 0.2%-0.4% (OQ. Martinez, Ph.D., 
University of Miami Tissue Bank, and S. Brubaker, LifeNet, 
personal communications, 2003). 

GAS was detected in preprocessing cultures of all tissues 
recovered from the donor. These results did not prompt TP-A 
to reject the tissues, because all postprocessing cultures were 
negative. Previous reports of allograft-associated infections have 
highlighted several problems with aseptic tissue processing and 
culturing methods used to detect bacterial contamination 
after processing (/,2). In one case, antimicrobial treatment 
did not eradicate Clostridium sordellii, and postprocessing cul- 
tures failed to detect the contamination with C. sordellzi, 
resulting in the death of a recipient of a bone-cartilage 
allograft (2). Although sterilization methods can further 
reduce the risk for contaminated allografts, tissues processed 
with the most common method (e.g., irradiation) have been 
associated with altered biomechanics. As a result, sterilization 
methods are not used routinely by soft-tissue processors (6). 

lhis investigation implicated contaminated allograft tissue 
in the transmission of GAS. Given the apparent ability of the 
organism to endure tissue processing with antimicrobial treat- 
ment, the presence of GAS in donor tissue should prompt 
rejection of the tissue unless a sterilizing procedure can be 
used. Because GAS prevalence among donor cultures is low, 
this recommendation should not limit the supply of tissue 
available for transplantation substantially. AATB, a voluntary 
accreditation organization, has proposed sterilizing or discard- 
ing certain tissues if specified organisms, including GAS, are 
detected (S. Brubaker, AATB, personal communication, 
2003). 

Tissue processors should adopt processes to ensure tissue 
safety. If tissue is contaminated with GAS or other patho- 


genic, highly virulent organisms, standard protocols for 


sterilization should be employed by tissue processors when 
possible, or the tissue should be discarded. When applicable 
tissue processors should validate methods used to obtain cul 
ture specimens after antimicrobial treatment or sterilization. 

AATB standards require rejection of donor tissues with evi 
dence of active infection at the time of donation, including 
septicemia (7). Assessment of infection also should occur dur 
ing tissue processing. Typically, evidence of systemic infection 
in prospectiy e donors is detected before tissue recovery (8). 
However, when systemic infection is not detected before tis 
sue recovery, donor eligibility should be reconsidered if cul 
tures of multiple allograft tissues from the same donor yield 
the same organism. Multiple positive cultures for the same 
organism, even those not specified as highly virulent by AATB, 
might indicate systemic disease and should be considered in 
the comprehensive evaluation of the donor. 

CDC guidelines for prevention of GAS disease identify the 
occurrence of postsurgical infection with GAS as a sentinel 
event that should prompt an epidemiologic investigation and 
enhanced surveillance within the hospital (9). Certain 
postsurgical GAS infections reflect transmission from asymp 
tomatic, colonized health-care workers who should be identi- 
fied to prevent additional postsurgical infections. 
Contaminated allografts should be considered as potential 
sources of GAS when postsurgical infections are recognized. 
Early signs of infection with GAS are nonspecific and might 
include localized pain, swelling, or erythema. Pain associated 
with invasive GAS infections often is disproportionate to clini 
cal findings. Diagnostic evaluation should include anaerobic 
and aerobic cultures of blood and other specimens (2). Clini 
cians should be aware of the possibility of allograft-associated 
infections in the postoperative setting and should report these 
infections to the tissue processor and local health department. 
State health departments, CDC, and FDA should be notified 
to assist with investigations. 

Data about invasive GAS are available through CDC's 
Active Bacterial Surveillance system http://www.cdc.gov 
ncidod/dbmd/abcs/survreports.htm. Additional information 
about surveillance for surgical-site infections is available 
through CDC’s National Nosocomial Infections Surveillance 


System at http://www.cdc.gov/ncidod/hip surveill/nnis.htm. 
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Clostridial Endophthalmitis 
After Cornea Transplantation — 


Florida, 2003 
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endophthalmitis 
has been reported in patients after surgery (2,3). This 


report describes two cases 


s endophthalmitis 


that occurred within 24 hours after transplant of contami 


| 
nated corneas. [hese cases demonstrate the potential for trans 
mission of Clostridium infection from donor to recipient 


Clinicians should be aware of potential infection risks ASSOC! 


ated with transplantation of corneal tissues and report any 


infections to the appropriate eye bank 
In February 2003, two patients received corneal transplant 


of the right eye on the same day in the same facility. The 


corneas used for both patients were recovered from one donor, 
a woman aged 55 years who died from metastatic colon cancer. 

lhe first patient, a man aged 64 years, had severe eye pain, 
nausea, and vomiting within 12 hours after surgery. He had 
increased intraocular pressure and decreased light perception 
in the eye in which the cornea was transplanted. Eye examina- 
tion was consistent with endophthalmitis without evidence 
of periorbital or orbital involvement. The patient underwent 
a vitrectomy and was treated with intraocular vancomycin and 
ceftazadime. Two days after the surgery, inflammation of the 
eye persisted, but no evidence of systemic illness was found. 
Repeat vitrectomy was performed, and clindamycin and gen- 
tamicin were injected for treatment of suspected bacillus 
endophthalmitis; systemic penicillin G and clindamycin were 
started. Cultures of fluid inside the eye yielded C. perfringens. 
With treatment, the patient's infection resolved; however, he 
continued to have minimal light perception and retinal 
detachment and necrosis. 

lhe second patient, a man aged 80 years, was determined 
on routine evaluation | day after surgery to have decreased 
visual acuity (20/400) and probable early endophthalmitis in 
the eye in which the cornea was transplanted. Infection 
progressed to severe endophthalmitis; however, he had no 
evidence of periorbital or orbital extension of the infection 
and no signs of systemic illness (Figure). Intraocular vanco- 
mycin and ceftazadime were administered. Two days after sur- 
gery, the patient's visual acuity had diminished to only light 
perception. The patient underwent an additional vitrectomy 
and was administered intraocular clindamycin and gentami- 
cin with systemic clindamycin and penicillin G. 
Intraocular cultures also yielded C. perfringens. On follow- 
up, he recovered 20/200 vision, which was consistent with his 
preexisting maculopathy. 

Cultures of both donor corneas, collected immediately 


before transplantation, subsequently grew C. perfringens. 


FIGURE. Clostridium perfringens endophthalmitis of the right 
eye after transplant of contaminated cornea 


Photo/WT Driebe, M.D., University of Florida 
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include treatment with antimicrobials or bactericidal washes 
e.g., povidone iodine) (8); however, these methods do not 
inactivate spores. Corneas used for transplant are not steril- 
ized because existing methods (e.g., irradiation) make the tis 
sues unsuitable for transplant. Food and Drug Administration 


FDA) regulations regarding corneal tissue address the medi- 


cal suitability of donors and screening for infections caused 


by human immunodeficiency virus types 1 and 2, hepatitis 


virus, and hepatitis B virus (9). Neither FDA nor EBAA pro- 


vide guidance specifically for detecting or inactivating 
clostridial spores on corneal allograft tissues. 

Cultures of corneal tissue are not performed routinely by 
eye banks before a corneal transplant procedure. Eye banks 
may elect to perform presurgical \C.2., corneal scleral rim) 
cultures, and positive culture reports should be reported to 
the receiving surgeon or recipient eye bank. Cultures may be 
performed either before or at the time of surgery (4). How 

ver, presurgical cultures might not reliably predict 
endophthalmitis complicating corneal transplantation (/0). 
For the two cases described in this report, culture results were 
not available early enough in the infection to prevent disease 
in recipients. If a corneal culture obtained at surgery identi 


: ' , 
inicians should evaluate the patient s condi- 


fies a pathogen, re 

tion promptly and consider initiation of appropriate therapy. 

Metastatic colon cancer alone is not a factor that prompts 

leferral of a donor; however, the medical director should evalu 

potential donor with metastatic 
| 


1 cancer to determine whether the donation s 


te information about any 
hould pro 
ceed. The k tor clostridial disease from corneas should be a 

consideration for tissue bank directors when evaluating 
potential donors with metastatic colon cancer. EBAA recom 

S that surgeons report adverse events, including cases of 

ngens endophthalmitis, to eye banks and subsequently 

1 occurrence for review by a 


State health departments, CD(¢ 


) assist with investigations. 
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Update: Creutzfeldt-Jakob Disease 
Associated with Cadaveric Dura 
Mater Grafts — Japan, 1979-2003 


In 1997, a nongovernment surveillance group for 
Creutzfeldt-Jakob disease (CJD) in Japan supported finan- 
cially by the Ministry of Health and Welfare* (MHW) re- 
ported 43 cases of CJD associated with receipt of cadaveric 
dura mater grafts (/). In all but one case, the most probable 
vehicle of transmission was a single brand of dural graft 
(LYODURA™ [B. Braun Melsungen AG, Melsungen, Ger- 
many]) produced before May 1987. As of March 2003, on- 
going surveillance in Japan had identified an additional 54 
dura mater graft—associated cases. This report summarizes the 
investigation of the 97 cases, which indicated that during 
1983-1987, the estimated minimum risk for CJD within 
17 years of receipt of the implicated product in Japan was 
approximately one case per 1,250 grafts. No cases have been 
reported among patients who received their first dural graft 
after 1991; however, because of the long latency period 
between graft placement and symptom onset, additional cases 
of graft-associated CjD are likely to be reported. 

During 1996-2003, cases of CJD were identified in Japan 
by using 1) a mail survey of neurologic, psychiatric, and neu- 
ropathologic institutions (overall response rate: 74%) (/) and 
2) subsequent reporting of CJD patients by clinicians to 
MHW. During this period, 97 cadaveric dura mater graft 
associated C]D cases were identified. A case of dura mater 
associated C]D was defined as a case in which a patient received 
a cadaveric dura mater graft and subsequently had CJD diag- 
nosed by a physician and reviewed and accepted as C]D by a 
surveillance panel of neurologists. 

The 97 CJD patients had illness onset during September 
1985—April 2002 (Figure 1). Median age at onset was 58 years 


(range: 15—80 years); mean age was 55 years. Mean age at 





* Subsequently named the Ministry of Health, Labor, and Welfare 





FIGURE 1. Number* of cases of Creutzfeldt-Jakob disease 
associated with dura mater grafts, by year of illness onset — 


Japan, 1985-2003 
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onset was younger than that reported for sporadic CJD in 
Japan (66 years). A total of 58 (60%) patients were female. 
Neuropathologic confirmation of CJD diagnosis was obtained 
for 20 (21%) patients; 65 (84%) of the other 77 patients with 
physician-diagnosed CJD had an electroencephalogram with 
a periodic synchronous discharge pattern consistent with CJD. 

All 97 patients received dura mater grafts during 1978-1991] 
(Figure 2). Three patients received more than one dural graft 
during this period, including one patient reported previously 
(/). In all three cases, the first graft was considered to be the 
source of infection. Medical conditions leading to the use of 
dural grafts in these patients included tumor (n = 46), brain 


hemorrhage (n 14), Jannetta procedure for facial palsy 


(n = 13) and for trigeminal neuralgia (n = six), intracranial 
aneurysm (n = eight), unspecified anomalies (n tive), 
hematoma (n = three), injury (n = one), and ossification of 


the spinal posterior longitudinal ligament (n = one). 


FIGURE 2. Number of cases of Creutzfeldt-Jakob disease 
associated with dura mater grafts, by year of procedure — 
Japan, 1978-1991 
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Latency periods ranged from 14 months (receipt in 1987 
and onset in 1989) to 275 months (receipt in 1978 and onset 
in 2001). The median and mean latency periods were 122 
and 125 months, respectively. A total of 93 patients received 
dural grafts during 1978-1987. In 1987, the manufacturer 
revised collection and processing procedures for the impli- 
cated product to reduce the risk for CJD transmission. Fou 
patients received grafts during 1988-1991. No cases have been 
reported among patients who received their first dural graft 
after 1991. A total of 86 (89%) patients were documented to 
have received LYODURA”™; the brand name of dural graft 
was unknown for 11 patients. A total of 81 (84%) of the 97 
patients received their dural grafts during 1983-1987, during 
which time an estimated 100,000 patients received 
LYODURA” grafts in Japan. All 81 patients died from CJD 
within 17 years after receipt of the grafts. Lot numbers of the 
dura mater grafts used for the 97 patients could not be iden 
tified. As of September 2003, five additional cases were under 


investigation in Japan for suspected dural graft—associated 
CID. 


Reported by: ¥ Nakamura, MD, M Watanabe, MD, K Nagos/n 
l Kitamoto, MD, D pt of Veuropathology lohuku Unit 
Medicin ndai; T Sato, MD, Kohnodai Hospital, Nati 


[chikawa; M Yamada, MD, Dept 


of 


luate School Medical Science 
awa: H Mizusawa, MD, | ept of Veurology, Tokyo Medical and 
Dental Univ School of Medicine, Tokyo Japan. R Maddox, MPH 
! Sejvar, MD, E Belay, MD, LB Schonberger, MD, Div of Viral and 
Rickettsial Diseases, National Cente r Infectious Diseases, CD( 
Editorial Note: Dural graft—associated CJD cases continue 
to be identified in Japan. The estimated minimum risk within 
17 years after receipt of LYODURA” is approximately one 
case per 1,250 recipients. The precise number of dura mater 
grafts used in Japan is unknown, but an estimated 20,000 
grafts per year might have been used during 1983-1987. The 
widespread use of LYODURA”™ during neurosurgical proce- 
dures in Japan is the most probable source of the unusually 
high number of dural graft—associated CJD cases in Japan 
(2). Dural graft recipients have symptom onset at a younger 
age compared with age at onset in sporadic cases of CJD in 
Japan. The identification of additional cases over time has 
resulted in an expected increase in the latency period between 
dural graft placement and symptom onset. The mean and range 
for this latency of CJD from contaminated grafts is unknown, 
but the upper limit now exceeds 22 years. The occurrence of 
new cases, the increase in the mean and range of the latency 
period, and the identification of suspected cases under inves- 


tigation all suggest that this outbreak is ongoing. 
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No cases in Japan were reported to be related to receipt of a 
dural graft other than LYODURA”. For 11 cases, the manu- 
facturer brand name was unknown. Although LYODURA”, 
or in one case either LYODURA” or a dural graft from an- 
other manufacturer (Tutoplast™ [Pfrimmer-Viggo GmbH & 
Co., Erlangen, Germany]), was suspected in these cases, docu- 
mentation of a specific source was unavailable. Four patients 
received dural grafts after collection and processing procedures 
were revised by the manufacturer in 1987, but whether the 
implicated dural grafts were LYODURA®™ produced before 
1987 is unknown. That all LYODURA“-associated CJD cases 
to date occurred among patients who received grafts before 
1992 suggests that all implicated grafts likely were processed 
before 1987; the implicated product's expiration date is 5 years 
after processing. 

LYODURA™ never was produced by the manufacturer for 
distribution in the United States, and relatively few 
LYODURA™ grafts were used in this country. In May 1987, 
after identification of the first dural graft—associated CJD case 
in a U.S. patient who had received the implicated product, 
the manufacturer revised its procedures for collecting and pro- 
cessing dura mater grafts to reduce the risk for CJD transmis 
sion (e.g., by discontinuing the commingling of dura and 
disinfecting them with sodium hydroxide) (3,4). Subsequently, 
numerous other dura mater graft—associated cases were iden- 
tified worldwide; nearly all patients had received the impli- 
cated product, including one additional U.S. patient. In 1997, 
the report of 43 cases of dura mater graft—associated CJD in 
Japan represented the largest cluster of such cases in any one 
country (/). 

In one of the CJD cases reported in Japan, the implicated 
graft was used in a spinal (not an intracranial) procedure. This 
case suggests that transmission from contaminated dura might 
occur in areas of the neuraxis outside of the cranial vault. 

In 1997, the Food and Drug Administration's Transmis- 
sible Spongiform Encephalopathy Advisory Committee 
(TSEAC) recognized that the use of human dura mater in the 
United States carries an inherent risk for transmitting CJD. 
However, the committee recommended that the use of such 
grafts be left to the discretion of the treating neurosurgeon, 
provided that the human dura mater is procured and pro- 
cessed according to appropriate safety measures (5). In 1997, 
an estimated 4,500 dural grafts were distributed for use in the 
United States (6). After the TSEAC recommendations were 
issued, the number of dural grafts distributed for use in the 
United States declined to an estimated 900 grafts in 2002 
(B.E. Buck, M.D., Miami Tissue Bank, personal communi- 
cation, 2003). 


lhe cases described in this report indicate that recipients of 


contaminated dura mater grafts might remain at risk for CJD 








for >22 years after receiving grafts. CDC continues to 


conduct surveillance for cases of CJD in the United States. 
Patients with a rapidly progressive dementia consistent with 
CJD and a history of dural graft implantation should be 
reported through local or state health departments to CD¢ 
telephone 404-639-3091. 
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Partner Counseling and Referral 
Services to Identify Persons 
with Undiagnosed HIV — 
North Carolina, 2001 


Approximately one fourth of the 850,000—950,000 persons 
living with human immunodeficiency virus (HIV) in the 
United States are not aware of their infection and their risk 
for transmitting HIV (/). Identifying HIV-infected persons 
promptly after infection and directing them to medical care 
and prevention services is a national priority. Voluntary part- 
ner counseling and referral services (PCRS) help HIV-infected 
persons notify sex and needle-sharing partners of their need 
for HIV testing, enabling partners to receive early care and 
prevention counseling (2). To evaluate the success of these 
services in North Carolina, CDC analyzed PCRS data col- 
lected in 2001 by the North Carolina Department of Health 
and Human Services (NCDHHS). This report summarizes 
the results of that analysis, which determined that 125 (20.5%) 
of 610 tested partners of HIV index patients had HIV infec- 
tions that were undiagnosed previously. These findings sug- 
gest that local and state health departments should consider 
PCRS an essential component of any comprehensive HIV- 
prevention program. 

In 1989, NCDHHS began offering PCRS to clients who 
tested HIV positive in confidential and anonymous testing 


venues. HIV infections were made reportable in 1990, and 
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anonvmous counseling and testing services were discontin- 


ued in 1997. PCRS in North Carolina is conducted by a dis 


ease intervention specialist (DIS), a trained health-care 
profe ssional who 1) investigates health ca©e provider oO! labo 
ratory reports of new HIV intections; 2 verifies that patients 
have not been reported as HIV positive previously; 3) con 
tacts patients’ health-care providers to initiate PCRS and 
obtain demographic and clinical information; 4) conducts vol 
untary, confidential interviews requesting information regard 
ing all sex and needle-sharing partners during the preceding 

ir; 5) assesses potential for partner violence; and 6) ensures 
that index patients recerve HIV-prevention counseling, care, 
ind case management. 


tr br 


fter obtaining partner information the DIS searches con 
fidential public health records to identify partners reported 
previously with HIV infection and then contacts the remain 
ing partners to inform them they might have been exposed to 
HIV. All notified partners receive risk-reduction counseling 
and appropriate referrals; partners are either referred to clinic 
based HIV testing services or provided voluntary testing in 
the field. The DIS attempts to document that all locatabl 
partners are notified and receive or decline HIV testing. 
his analysis used data collected in 2001 regarding index 
patient demographics and partner notification ind testing 
outcomes. Pearson chi square and Fisher's exact test were used 
to test associations between partner outcomes and the age, 
race/ethnicity, HIV-exposure category, and diagnosing clinic 
type (1. , public ot private) of index patients. For PCRS out- 
comes significant at the p 0.05 level pairwise Comparisons 
were performed by using a Bonferoni adjustment for 
multiple COM pa4risons 
In 2001, a total of 1,603 persons were newly reported with 
HIV infection in North Carolina. DIS personnel were assigned 
to conduct PCRS with 1,580 (99 of these index patients; 
5 were located and interviewed. Through PCRS, 
x or needle-sharing partners were identified; the part 
ner index (i.e., number of identified partners divided by num 


ber of index patients interviewed) was 1.1. Of the 1,532 named 


partners (Figure), 173 (11%) could not be notified, 592 (39%) 


had been tested pre viously ror HI\ ind 767 (50 had not 


been tested previously for HIV. Among the 592 partners tested 
previously for HIV, 404 (68 had tested HIV positive 
Among the remaining 188 partners who had tested HIV nega 

» —_ 


tive previously and were notified, 122 (65%) were retested; 


14%) of those retested were HIV positive. Among the 


partners not tested previously for HIV infection, 488 
(64%) were tested after PCRS; 108 (22 of those newly 


tested partners were HIV positive 


FIGURE. Outcomes of partner counseling and referral services 
(PCRS) for sex and needle-sharing partners of HIV index 
patients — North Carolina, 2001 


Overall, one new HIV case was diagnosed for every 11 
index patients interviewed through PCRS. Among the 1,128 
partners (i.e., 1,532 identified partners minus the 404 known 
positives) not known to have tested HIV positive previously, 
955 (85%) were notified and counseled; 610 (64%) of those 
955 were tested or retested for HIV infection; 125 (20%) of 
the 610 tested positive for HIV infection. Among persons 
testing positive, 121 (97%) received their test results; four 
could not be contacted. 

[he proportion of index patients located and interviewed 
did not vary significantly by age, race/ethnicity (Table 1), or 
HIV-exposure category. Index patients whose HIV infections 
were diagnosed in private facilities were slightly less likely to 
be located and interviewed than those with infections diag 
nosed in public facilities (Table 2); however, in both venue 
types, the yield was high (>85%). Partners of index patients 
whose HIV infections were diagnosed in private facilities also 
were less likely to have tested HIV positive previously, to have 
been notified and counseled by a DIS, and to have received 
HIV testing after PCRS (Table 2). Partners of non-Hispanic 
white index patients were more likely than partners of non- 
Hispanic black and Hispanic index patients to be notified and 
counseled but less likely to have received HIV testing after 
PCRS (Table 1 


diagnosed HIV did not 


. , , 
Phe proportion of tested partners with newly 
Vary by index patient age, race 


ethnicity, HI\ exposure Category, O1 diagnosing clinic type. 
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TABLE 1. Outcomes of partner counseling and referral services (PCRS) for sex and needle-sharing partners of HIV patients, by race/ 
ethnicity of index patient — North Carolina, 2001 





index patient 
Black, non-Hispanic Hispanic 
(%) No. (%) No. 





White, non-Hispanic 


Other’ 
PCRS outcomes No. 


(%) No. (%) No. 








p value’ 





index patients 
Assigned 
Interviewed 

Partners 
Elicited 
Partner index (P1)' 
Previously HIV positive 
Counseled/eligible** 
Tested 
Found HIV positive 


291 — 
243/291 (84) 


1117 — 
982/1,117 (88) 


104 - 
(88) 


92/104 


21 - 
(90) 


1,580 
1,379/1,580 


242 — 
242/243 Pl = 
54/242 (22) 
170/188 (90) 
93/170 (55) 468/720 (65)" 
17/93 (18) 96/468 (21) 
; Includes 16 American Indian/Alaska Natives and five Asian/Pacific Islanders 
. Includes 47 persons of unknown race/ethnicity 
, Calculated for persons with known race/ethnicity 
Number of partners elicited / number of index patients interviewed 
** Eligible partners are those not previously testing HIV positive 
Significant pairwise difference (reference 


1,168 
1,168/982 
310/1,168 

720/858 


63 — 
63/92 Pl=1.6 
24/63 (35) 
29/39 (85) 
27/29 (71) 
9/27 (25) 


1,532 
1,532/1,379 
404/1,532 
955/1,128 <0.04 
610/955 <0.001 
125/610 0.4 


Pi = 1.2 
(27) 


<0.06 
(84)tT 





= white, non-Hispanic) at the «<0.025 level (using Bonferoni adjustment for multiple comparisons) 


TABLE 2. Outcomes of partner counseling and referral services (PCRS) for sex and needile-sharing partners of HIV patients, by 
clinic type at index patient’s diagnosis — North Carolina, 2001 


Public facility* 
PCRS outcomes No. 





Private facility 
(%) No. (%) No. 


Total 











(%) 


p value 





Index patients 
Assigned 
Interviewed 

Partners 
Elicited 
Partner index (PI)! 
Previously HIV positive 
Counseled/eligibles 
Tested 
Found HIV positive 


(90) 


492 
443/492 


1,088 
936/1,088 


1,580 — 
1,379/1,580 (87) 
584 
584/443 
198/584 
339/386 


948 — 
948/936 Pi = 
206/948 (22) 
616/742 (83) 
232/339 (68) 378/616 (61) 

54/232 (23) 71/378 (19) 
“North Carolina Department of Health and Human Services facilities (i.e 
prenatal clinics) 
"Number of partners elicited / number of index patients interviewed 
Eligible partners are those not previously testing HIV positive 


1,532 _— 
1,532/1,379 Pl = 1.1 

404/1,532 (26) 
955/1,128 (85) 0.03 
610/955 (64) 0.03 
125/610 (20) 0.2 


sexually transmitted disease clinics, HIV counseling and testing sites, and 


P| = 
(34) 


<0.001 
(88) 








Reported by: F Foust, MPH, P Leone, MD, T Vanhoy, |] Owen 
O'Dowd, M Hilton, D Williams, PhD, Div of Public Health, North 
Carolina Dept of Health and Human Sves. GR Burstein, MD, HY Kim 
PhD, S Dooley, MD, Div of HIV/AIDS Prevention, National Cent 

for HIV, STD, and TB Prevention, CD( 

Editorial Note: After receiving an HIV-positive test result, 
patients often reduce or discontinue behaviors that might lead 
to further HIV transmission (3). The results of this analysis 
indicate that PCRS can effectively identify sex and needle- 
sharing partners with previously undiagnosed HIV infection. 
Among 616 partners tested or retested for HIV infection after 
PCRS, 125 (20.5%) tested positive for HIV. In contrast, of 
the 109,172 HIV tests performed in 2001 at HIV counseling 
and testing sites in North Carolina, only 764 (0.7%) were 
positive. Among the 1,359 partners who were notified and 


counseled, 767 (56.4%) had not been tested previously, 


suggesting that PCRS can be effective in locating persons at 


risk for HIV infection who are not receiving HIV counseling 


and testing services through other programs. 

Certain persons continue high-risk behaviors even aftet 
learning they are HIV positive or at risk for infection. Of the 
1,532 partners identified, 404 (26.4%) had tested HIV posi- 
tive previously, indicating that PCRS can locate HIV-positive 
persons who remain at high risk for transmitting infection 
and refer them to prevention case management and care. 
(13.9%) HIV- 


positive partners among 122 who had tested negative previ- 


Through retesting, PCRS also identified 17 


ously, suggesting that certain persons who test HIV negative 
continue to engage in high-risk behavior and need reassess- 
ment of HIV status and ongoing prevention services. 

A new CDC initiative, Advancing HIV Prevention: New 


Strategies for a Changing Epidemic, is aimed at reducing 
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barriers to early diagnosis of HIV infection and increasing 


; 
access to quality medical care, 


treatment, and ongoing pre 
vention services (4). A key strategy in the initiative is prevent 
ing new infections by counseling HIV-positive persons and 
their partners. PCRS can be a cost-effective method for com 
bating the spread of HIV infections (5—/) Successful pro 
grams will require 1) extensive work with the community and 
health-care providers to gain support for PCRS; 2) intensive 
DIS training, close supervision, and quality assurance; and 
3) full integration of PCRS into a comprehensive program of 
HIV care and prevention services 

CDC helps fund comprehensive local and state programs 
uimed at reducing HIV transmission. Because PCRS is an 
effective counseling and testing strategy that targets persons 
ut high risk for HIV, CDC requires funded health depart 
ments to include PCRS among their HIV-prevention services. 
Because PCRS cannot function effectively in isolation, health 
officials should work closely with community-based organi 
zations and other service providers to develop strategies for 
integrating PCRS into a comprehensive counseling testing, 
referral, and care program (6 


References 


t 


Public Health Dispatch 


Tuberculosis Outbreak in a Homeless 
Population — Portland, Maine, 2002-2003 


During June 2002—July 2003 ven men with active pul 


monary tuberculosis (TB) disease in Portland, Maine, were 


reported to the Maine Bureau of Health (MBH). Six were 


inked through residence at homeless shelters; four had match- 
linked throug! 1 less shel four had I 


. \ a ] ) , 
ing Mycobacterium tuberculosis genotypes. Prompt investiga- 


tion and identification of approximately 1,100 contacts likely 
prevented further spread of TB. This report summarizes 
preliminary results of the ongoing investigation and MBH 
efforts to work with health care providers statewide to 
improve early detection of TB among homeless persons. 

The median age of patients was 51 years (range: 39-66 
years); all were U.S.-born. Six were non-Hispanic white, and 
one was American Indian. Culture specimens from all seven 
patients were positive for M tuberculosis, and all isolates were 
susceptible to first-line drugs. Three (43%) patients had cavi- 
tary pulmonary disease, an indication of increased infectious- 


ness (/). Three (43%) were infected with hepatitis C virus, 
and one of these also was infected with human immunodefi- 
ciency virus. Six (86%) patients had a history of alcoholism. 

During the year preceding their diagnoses, five (71%) TB 
patients resided at the same homeless shelter in Portland; six 
86%) had been incarcerated in the county jail. During the 
contact investigation for patient | in June 2002 patient 3 
was screened and determined to have a productive cough and 
history of latent TB infection (LTBI). Medical records showed 
evidence consistent with active TB disease, including chest 
radiograph abnormalities; however, TB was not diagnosed in 
patient 3 until 9 months after the contact investigation. 
Patient 6 also had LTBI diagnosed during patient 1's contact 
investigation but was not treated; patient 6 had active TB dis- 
ease diagnosed | year later. Medical records corroborated by 
genotyping results suggest that delayed diagnosis in patient 3 
resulted in prolonged infectiousness and contributed to TB 
transmission to patients 4, 5, and 6. In February 2003, 
patient 2 had active TB disease diagnosed while residing at 
the shelter with patients 1, 3, and 6; patients 3 and 6 were 
determined to be infectious at that time. Patient 7 had active 
IB disease diagnosed while incarcerated in the county jail in 
July 2003 

V1. tuberculosis isolates trom all seven patients were genotyped 
by using spoligotyping, mycobacterial interspersed repetitive 
units analysis, and 1S6110—based restriction fragment length 
polymorphism analysis. Patients 1, 2, and 7 had unique geno 
types. Patient 3 (the presumed source patient) and patients 4, 
5, and 6 had matching genotypes. 


\s of November 20, 2003, the investigation had identified 


1,069 contacts, 36 (3.4%) of whom reported having a posi- 
tive tuberculin skin test (TST) result previously. Among the 
1,033 persons eligible fora TST, 648 (62.7%) received at least 
one test, and 56 (8.6%) of these had a positive result; 15 
26.7%) of the 56 are receiving, and one completed, therapy 
for LTBI. A total of 163 (15.2%) contacts had chest radio 


graphs; no additional active cases were detected. 
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Active TB case-finding for this investigation is ongoing. and private sector organizations devoted to preventing 
MBH continues to work with health-care providers to impaired-driving crashes. During 2002, alcohol-related motor 
improve early detection of TB among homeless persons and vehicle crashes resulted in 17,419 deaths in the United States, 


other populations at high risk, and to increase treatment for accounting for 41% of all traffic fatalities (7). During 1993 

LTBI. 2002, on the basis of data provided by the National Highway 
Reported by: N Nickerson, MSN, | Linder, MD, D Friou, PhD lraffic Safety Administration (NHTSA) (/,2) and the U.S. 
Portland Public Health Div, Portland: K Gensheimer, MD, P Kuehnert Census Bureau (3), 
MSN, D Hubert, MPA, S Gunston, L Crinion, Maine Bur of Health motor-vehicle crashes decreased 13%, from 6.9 to 6.0 pet 
K Ijaz, MD, D Ruggiero, MPS, Div of TB Elimination, National Centei 100,000 persons (/ 
for HIV, STD, and TB Prevention; B Metchock, PhD, L Diem, 
L Cowan, PhD, Div of AIDS, STD, and TB Laboratory Research 
National Center for Infectious Diseases; H Dale, BVSc, L Simmons 
ns ieee ee ape i a ee ae traffic fatalities must decline an additional 33%. 
V Gammino, PhD, EIS Officer, CD( 


the rate of fatalities in alcohol-related 


3). One of the national health objectives 
for 2010 is a target rate for alcohol-related traffic fatalities of 
no more than four per 100,000 persons (objective 26-1a) (4). 


lo meet this objective, the annual rate of alcohol-related 


lo achieve the national health objective, communities need 
Reference 


comprehensive and effective strategies to prevent alcohol-im 
1. Canetti G. Present aspects of bacterial resistance in tuberculosis. Am : rg : : : te 

Rev Respir Dis 1965;92:687-703. paired driving. CDC recently evaluated the effectiveness of 

mass media campaigns; such campaigns are effective when 

their messages are carefully researched and well-executed and 
Notice to Readers il ae Me rage 

the audience is given sufficient exposure to them (5). Five 

National Drunk and Drugged Driving other interventions that have been reported previously to be 


Prevention Month — December 2003 effective are sobriety checkpoints, 0.08% blood alcohol con- 


' = centration laws, minimum legal drinking age laws, zero toler- 
December has been designated by presidential proclama- Ps. nha 

a sabe : ance laws for young or inexperienced drivers, and server 
tion as National Drunk and Drugged Driving Prevention ‘ 


- ' . intervention training programs (6). All six interventions have 
Month (3D Month) and is supported by hundreds of public & Pros 





e xplore. 


Trekking through medical and scientific literature on the Web can 

sometimes be a long journey — but not at MMWR Online. ; : , 
alias know what matters. 

Whether you're researching past CDC reports or looking for the 

latest updates on important medical topics, MMWR Online quickly 


guides you to the information you need, free of charge. 


Log on to cdc.gov/mmwr and boldly discover more. 





Online 








1186 MMWR December 5, 2003 





| f for, | ni ) 1 1c ry f r 2 
been recommended by the Task Force on Community Pre 2. National Highway Traffic Safety Administration. Traffic safety facts 1993 
Washington, DC: U.S. Department of Th unsportation, National High 
way Traffic Safery Administration, National Center for Statistics ; 
community health consultants. Comprehensive approaches aol 


ventive Services, an independent, nonfederal panel of 


ysis, 1994; publication no. DOT-HS-808-169 

that implement effective interventions simultaneously hold 3. U.S. Census Bureau, U.S. Department of Commerce. U.S 
1 j ropulatic n Stimates \y il bl il } {tp cire.census.¢ \ pest 

the greatest promise for further reductions in alcohol-impaired _ Sggevggpepacia :, _— . ee 


} 
U.S. Department of Health and Human Services. Healthy People 2010 


{rj o : , : , 
driving 2nd ed. With Understanding and Improving Health and Objectives for 


The 3D Month program planner, which contains sample Improving Health. 2 vols. Washington, DC: U.S. Government Print 


| 


ine Offic 00L 
public service announcements, media tool kits, and program ing Office, 20 


CDC. Mass Media Campaigr re Effective in Preventing Alcohol 


euidance for conducting 3D Month activities, is available from 


i¢ al 


NHTSA at hetp://www stopimpaireddriving.org. \lcohol- 


npaired driving also is a global health issue. The World Health 20medi 


Shults RA, Elder RW, Sleet 
interventions to reduce al 


for World Health Day 2004, to be held on April 7, 2004. 2001:21(suppl 4):66-88 
Information about World Health Day is available from WHO 
at hetp://www.who.int/world-health-day/2004/en. Erratum: Vol. 52, No. 47 


References In the notice to readers, “Call for Abstracts: International 


Organization (WHO) has declared Road Safety as the theme 


Conference on Emerging Infectious Diseases,” an error 
occurred on page 1161: the wrong year was printed in four 
references to the conference. The correct year is 2004, not 


2000. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals November 29, 2003, with 
historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 





























Hepatitis A, Acute | 





Hepatitis B, Acute 
Hepatitis C, Acute 
Legionello: 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 








Ratio (Log Scale) 


Beyond Historical Limits 






* No rubella cases were reported for the current 4-week period 
Ratio of current 4-week total to mean of 15 4-week totals evious, comparable, and subsequent 4-week per 
t 


| begins is based on the mean and two standard deviations of these 4-week totals 


yielding a ratio for week 48 of zero (0) 





yor 











ere the atched area 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending November 29, 2003 (48th Week)’ 





































Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 
Anthrax - 2 Hansen disease (leprosy) 49 79 
Botulism - Hantavirus pulmonary syndrome 16 17 
foodborne 11 26 Hemolytic uremic syndrome, postdiarrheal 142 196 
infant 58 62 HIV infection, pediatric 187 152 
other (wound & unspecified) 27 18 Measles, total 44° 39** 
Brucellosis 78 11 Mumps 184 244 
Chancroid 43 64 Plague 1 1 
Cholera 1 2 Poliomyelitis, paralytic 
Cyclosporiasis' 61 156 Psittacosis 14 16 
Diphtheria 1 1 Q fever 66 52 
Ehrlichiosis - - Rabies, human 3 3 
human granulocytic (HGE) 323 294 Rubella 8 16 
human monocytic (HME) 183 186 Rubella, congenital 1 
other and unspecified 41 22 Streptococcal toxic-shock syndrome 131 104 
Encephalitis/Meningitis - Tetanus 13 21 
California serogroup viral 82 143 Toxic-shock syndrome 117 9 
eastern equine’ 10 7 Trichinosis 4 14 
Powassan - 1 Tularemia 74 2 
St. Louis’ 31 20 Yellow fever 
western equine 2 




















No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 
* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
Last update October 26, 2003 
Of 44 cases reported, 33 were indigenous, and 11 were imported from another country 
** Of 39 cases reported, 24 were indigenous, and 15 were imported from another country 
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TABLE Il. Provisional cases of selected notifiable diseases. United States, weeks ending November 29, 2003, and November 30, 2002 
(48th Week)* 





Encephalitis/Meningitis 
AIDS Chlamydia‘ Coccidiodomycosis Cryptosporidiosis West Nile 


Cum. , Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting area 2003° 2003 2002 2003 2002 2003 2002 2003 2002 

UNITED STATES 38 482 : 7 52,483 764,792 3,805 3,822 3,030 2,781 741 

NEW ENGLAND 277 1,486 24 25,585 
) 1 























2,588 

- 163 186 6 27 
587 N N 19 11 
: 11 29 
31 33 
69 76 
16 21 
16 


Maine 
N.H 


MID. ATLANTIC 0¢ 16 872 184 72 386 
state N.Y 353 022 487 5,464 \ \ 26 133 
ty 3 : ? 452 89 135 


15 


CENTRAL 


MOUNTAIN 
Mont 

idat 

Wy 

Col 

N. Mex 
Ariz 

Uta 


Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawai 


Guam 

P.R 

V1 

Amer. Samoa 


U U U 
C.N.M.1 


U U 





N: Not notifiable U: Unavailable No reported cases C.N.M.I|.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
Chiamydia refers to genital infections caused by C. trachomatis 
Updated monthly from reports to the Division of HIV/AIDS Prevention 
October 26, 2003 


* Contains data reported through National Electronic Disease Surveillance System (NEDSS) 


Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 29, 2003, and November 30, 2002 
(48th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 



























Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis Gonorrhea 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 








UNITED STATES 2,392 3,488 251 18¢ 123 50 16,681 19.18% 286.681 
NEW ENGLAND 












Maine 10 3 3 8 2 14 

N.H 12 33 v } € 1 
Vt 17 12 1 14 8 } 
Mass 64 116 8 19 15 art 804 817 ‘ 
RI 1 12 1 10€ 4 BE 84 






Conr 48 44 40 17 220 243 2 578 2.98 
















MID. ATLANTIC 


Upstate N.Y 90 157 11 17 98 ( 5¢ : 

N.Y. City 5 18 1,045 1,34 12.794 11 

N J 20 5 2 q 7 1 4 4 4 ¢ 109 

Pa ® 156 7 1 oF 1 ) 1 ) 





E.N. CENTRAL 


Or 197 151 { 1 






ind 
| 111 181 ¢ 70 ‘ f 
Mict 85 132 3 1 675 87 12,267 
Wis 130 { 1 50 E 4 


W.N. CENTRAL 


Minn 32 1! 















J 
M 54 608 18 1 471 4 
N. Dak 13 18 4 8 35 
S Dak 2o 4 4 82 4 NR 
Nebr 33 65 4 3 1740 17 1414 1.45% 
Kans 28 31 10 4 196 177 2,248 2,604 





S. ATLANTIC 


De 11 7] N N N \ 4€ 45 
Md 14 27 444 107 7 O7F 2421 
DC / 4 


Va 








W. Va 5 9 4 4 ec? 7 B¢ , 
N.C 4 3( : N N 5 4,694 
Va SU 43 4 5 5OY oot 14,196 16,466 






. 










E.S. CENTRAL 


MOUNTAIN 







Mont 16 30 P 

idat 79 A‘ 16 18 a ' 

\A 4 4 ) 4 

Wyo 4 14 ) j 29 4( 

Col 71 37 3 € § 418 53 2,377 3,249 
re 4 4 4 14 1007 1 

N. Mex 10 12 4 3 48 14 ) 
ny 0 A Ar 120 2901 2 

Ariz 39 33 N N N N 245 é € 
7 7 51 37 24 

Utan ‘3 f2 35 l 4e 

Nev 23 28 1 133 16 1.759 1 82 

















PACIFIC 


4 

41 
Wast 108 139 414 
Oreg 97 203 3 37% +1€ i 
Calif 215 256 1.93 2.35 21.9 ) 
Alaska 4 7 8° 8 495 | 
Hawaii 3 Py 84 828 68 


Guam ! 

PR 1 36 Y 323 
VI 55 24 
Amer. Samoa U U U ‘ 
C.N.M.1 





&. ¢ 
 G 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 29, 2003, and November 30, 2002 


(48th Week)" 





Reporting area 


Haemophilus influenzae, invasive' 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype b 


Non-serotype b 


Unknown serotype 


A 








2003 2002 





Cum. | Cum. 


Cum. Cum. 
2003 2002 





Cum. Cum. 


2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Mass 

RI 


( ) 
Conr 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

ind 

| 

Mich 

Wis 

W.N. CENTRAL 
Minn 

tOWa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kan 

S. ATLANTIC 
De 

Md 

D.C 


E.S. CENTRAL 
Ky 

Tenr 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Te x 
MOUNTAIN 
Mont 

dah 

Wyc 

N. Mex 
Ariz 

Utar 


Nev 


PACIFIC 
Wast 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa 


C.N.M.| 


1 


\ 
J 


U 


20 28 


1 


U 
U 


84 128 


5 10 


169 141 


5 2 
1 


6,672 8,196 


303 282 
16 
11 
6 

186 





N: Not notifiable 


*" Incidence data for rer 


serotype Db 


U: Unavailable 


No 


reported cases 
orting years 2002 and 2003 are provisional and cumulative (year-to-date) 
Non-serotype b: nontypeable and type other than b; Unknown serotype: type unknown or not reported. Previously, cases reported without type information were counted 


as non 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 29, 2003, and November 30, 2002 
(48th Week)* 


Hepatitis (viral, acute), by type 








B Cc Legionellosis Listeriosis Lyme disease 
Cum. Cum. " Cum. Cum. Cum. Cum. Cum. 

Reporting area 2002 2003 2003 2002 

UNITED STATES $ 6,828 1,761 


76 1.846 1,181 
NEW ENGLAND 

Maine 
N.H 
Vt 
Mass 
R.| 
Conn 











Cum. 
2002 2003 2002 


606 442 20.8: 














Nm 


5 3914 
ke] ] 14 


278 
12 


219 
21 


1°) 


146 


> 
3 
409 


> W 


nWUN & © 


— © 
Non L—-—® 


MID. ATLANTIC 
Upstate N.Y 
N.Y. Cit 


ity 


E.N. CENTRAL 
Ohio 


| 














1192 


MMWR 


December 5, 2003 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 29, 2003, and November 30, 2002 


(48th Week)* 


Rocky Mountain 





Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


spotted fever 








Cum Cum 





Cum. | Cum 





Cum. Cum. 


2003 2002 





Cum. Cum. 


2003 2002 


18 7.215 





2003 2002 
847 991 


Cum | Cum. 





Reporting area 


a 


2003 2002 


2003 2002 


366 7 783 


38 


63 














Vol. 52 / No. 48 


MMWR 


1193 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 29, 2003, and November 30, 2002 


(48th Week)* 





Reporting area 


Salmonellosis 


Shigellosis 


Streptococcal disease, 


invasive, group A 


Streptococcus pneumoniae, invasive 





Drug resistant 
all ages 


Age <5 years 








Cum. Cum. 





2003 


Cum | Cum. 


2002 





Cum. Cum. 


2003 2002 





Cum Cum 
2003 2002 





Cum Cum 
2003 2002 





UNITED STATES 


EW ENGLAND 


2003 2002 


4 


848 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 29, 2003, and November 30, 2002 


(48th Week)’ 





Reporting area 


Syphilis 





Primary & secondary 


Congenital 


Tuberculosis 


Typhoid fever 


Varicella 
(Chickenpox) 








Cum Cum. 


Cum 
2003 





Cum. 
2002 








Cum. Cum. 





Cum. Cum. 


2003 2002 





Cum. 
2003 





UNITED STATES 
NEW ENGLAND 
Maine 


ba 


PACIFIC 
Wast 


Oren 
Ureg 


Guam 

PR 

VI 

Amer. Samoa 


C.N.M.1 


2003 2002 


f ) 


331 


39 1( 


2003 2002 
9,104 795 


29 


P 
! 
5 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending November 29, 2003 (48th Week) 
All causes, by age (years) All causes, by age (years) 








~ 
All P&I All P&l 
Reporting Area Ages >65 45-64 | 25-44 1-24 <1 | Total Reporting Area Ages >65 45-64 | 25-44 1-24 <1 | Total 
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